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Chapter 1
Introduction

Within the last few years, policies regarding transgender people have risen from
obscurity to importance on the political agenda. While accessing bathrooms was once

an

unimportant issue to policymakers, it has become a standout issue for states like North Carolina
and South Dakota which have imposed so-called "Bathroom B ills" (Lee, 20 1 6) . These bills aim
to restrict the bathroom usage of transgender people to that of their sex assigned at birth.
Presidential candidates have even weighed in with their viewpoints during this election season.
Ted Cruz said, "The idea that grown men would be allowed alone in a bathroom with little girls-
you don't need to be a behavioral psychologist to realize bad things can happen" (Parker, 20 1 6) .
Republican presidential candidate Ted Cruz takes the position that transgender people,
transgender women especially, are merely dressing up as another gender to gain access to their
bathroom of choice for purposes of sexual assault.
While having been disproven on multiple occasions (Percelay, 20 1 5; Steinmetz, 20 1 6),
thi s extreme view i s present in other states' legislators such as the 22 states that have blocked the
Obama administration ' s Title IX guidelines that refer to the equal treatment of transgender
people (Kerri, 2 0 1 6). In these guidelines, the Obama administration has utilized the word "sex''
to mean not only a person' s sex assigned at birth but also their gender identity (Department of
Justice, 20 1 6) . In these cases, states have disagreed and refused to comply with the legislation
which mandates that they treat different gender identities equally just as they would with any
other category such as race, religion, etc.
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Popular figures like Caitlyn Jenner, who transitioned very publicly, have given the
average citizen a new glance into the lives of transgender people. However, a life like Caitlyn
Jenner' s is not the norm for most transgender people. Her transition, including hormones,
surgeries, and social transition, seemed to fly by in the blink of an eye and to be inexpensive and
easy. The fact is, it isn' t always that way for transgender people. Popular media portrays things
like bathroom bills as the biggest issues transgender people face. They are huge facets of the
daily life of many transgender people, but they are not even the most basic problems that need
addressed.
Transgender people historically have higher rates of unemployment and homelessness
(NCTE/NGLTF, 2009). These factors are interlinked, and they feed on each other. According to
a 2009 survey by the National Center for Transgender Equality (NCTE) and the National Gay
and Lesbian Task Force, transgender people are unemployed at a rate of 1 3 % on average, double
the national average in 2009 (NCTE/NGLTF, 2009). People who are unemployed are often not
able to travel great distances because of costs like gas and car maintenance. In fact, they may not
even have a car. Many unemployed people rely on public transportation which will not take them
hours away from their home for an appointment that only happens on Tuesday nights. Twenty
six percent of transgender people were fired from or made to quit their jobs based on their gender
identity or expression (NCTE/NGLTF, 2009). This leads to having less money to pay for these
trips to LGBTQ+ friendly doctors or to pay for the actual cost of the appointment when
insurance wil l not cover it.
In the healthcare world, there is little information or specific training available on the
standards/guidelines of transgender healthcare, and that problem is affecting the lives of
transgender people seeking medical care. Many transgender people are afraid to go to the doctor
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for fear that they wil l be discriminated against or denied care. The simplest of diagnoses, like
strep throat or an ear infection, could be denied to a transgender person by a doctor who is afraid

to damage their reputation (Southern Comfort, 200 1 ) or who is uninformed on how to care for a
transgender person. "Doctors are accustomed to being experts, to knowing everything, and when
they confront something that confuses them, they feel l ike they've lost control and can't
function," remarks Jamison Green, President of the World Professional Association for
Transgender Health (WPATH) (O'Hara, 20 1 5). Doctors may be confused on how things like
hormones wil l interact with other medications, and they are reluctant to prescribe anything for
fear of a malpractice l awsuit.
There are many overlapping experiences with medical care that transgender people
tolerate. Sebastian B arr went to his primary care doctor because he had the flu. Doctors asked
him not about his symptoms, but instead about genital surgeries he may have had (Ungar, 20 1 5).
Robyn Kanner, co-founder of the website and app MyTransHealth, says "I had these stomach
issues and I didn' t want to go to the doctor because I was worried that they would blame my
stomach problems on my hormones and make me stop taking them" (O'Hara, 2015) . In the
author ' s own experience, I have been to doctors who say they are unable to diagnose anything
because they're unsure of the effects of hormones and can't say where the problem is stemming
from.
There are also more extreme cases like the story of Robert Eads or Tyra Hunter. Robert
Eads ( 1 94 5 - 1 999), a female-to-male transsexual, from Georgia tried to go to the doctor after
waking up in a pool of blood, and he was immediately turned away. He was denied by more than
a dozen doctors who believed that treating a transsexual man would ruin their reputation
(Southern Comfort, 2001 ). By the time they had finally diagnosed him with ovarian cancer, the
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cancer had spread and any treatment wouldn' t have helped. Robert died in 1 999 after a brutal
struggle with ovarian cancer that could have been completely treatable if diagnosed earlier. In
another case, Tyra Hunter ( 1 970- 1 995) was involved in a car accident and needed medical
attention from emergency personnel. They began to treat her, but when they noticed that she was
transgender they stopped and left her on the ground (Roberts, 2007). When they finally arrived at
the hospital, the emergency room doctors declared that they would not be treating her either. She
died at the hospital with treatable injuries. While these compiled experiences range from
extremely common to uncommon extremes, they are not the only issues that plague transgender
people in the healthcare system.
When doctors are well-educated on issues of transgender health, they may be hard to find
or to access. While finding a primary care doctor who is reasonably intelligent on these issues
could be an option, there are also c linics specializing in Lesbian, Gay, Bisexual, Transgender,
and Queer/Questioning people's health issues. In many cases, there will only be one LGBTQ+
clinic in a state. If a primary care doctor is not educated on transgender health, it is
understandable that trans gender patients would want to go to LGBTQ+ clinics instead of their
primary care doctor. These clinics can be in the next city, the next state, or even farther. The
University of Iowa has an LGBTQ+ clinic which is open on Tuesday nights each week, and
appointments are scheduled two to five months out because of this small window of availability
(University of Iowa, N.A.). Availability presents an issue for transgender people especially
because of their socioeconomic status and time constraints that come with transition.
Most private insurance companies are not required nationally to cover transgender
people ' s healthcare needs (Campbell, Hem, and Padula, 2 0 1 6). They are able to have exclusions
for anything related to transgender health i ncluding surgeries, hormones, and even preventative
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care l ike pap smears or testicular exams (Dickey, Budge, Katz-Wise, Garza, 2 0 1 6). Employer
specific plans may not even have a section which talks about transgender healthcare (Chance,
2 0 1 3 ). This presents a problem when a transgender person has legally changed their gender and
it now reflects that they are female when they have their original anatomy that stil l needs
preventative care.
Nationally, there are bans on exclusions for transgender healthcare. Through the
Affordable Care Act, transgender people are able to get surgeries, hormones, and preventative
care that they need. The new rules regarding the Affordable Care Act specifically include the
previously mentioned ban on exclusions, a ban on changing, cancelling, or raising prices of
insurance upon learning of a person's transgender status, and a ban on denying gender specific
coverage such as prostate exams (National Center for Transgender Equality, 20 1 6). This means
that any federally funded provider is obligated to comply with the Affordable Care Act ' s new
regulations. Other things banned under the Affordable Care Act are refusing to treat a patient,
having a patient undergo unnecessary examination, or to "harass, coerce, intimidate, or interfere"
with a patient's healthcare (National Center for Transgender Equality, 20 1 6). The Affordable
Care Act is a relatively new phenomena, and many transgender people do not qualify or already
have other insurance plans. These differ by state, region, and employer plan. They may also take
a long time to truly go into effect i n areas where there is lesser supervision from the federal
government.
While an insurance plan in one part of the Midwest may cover all hormone therapy and
surgeries because they are in network, another plan that a different employer offers may only
cover hormone therapy that is provided in network. In the case of my own insurance, they denied
approval for coverage of hormones, they only cover appointments in network (which do not
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exist), and they do not cover surgery without extremely strict requirements. Plans like this make
transitioning an extremely costly venture, and they persuade many transgender people to take the
"easy" way out and get their hormones or surgeries illegally (Dickey, Budge, Katz-Wise, Garza,
2 0 1 6). Unfortunately, this only leads to more health problems within the transgender community
l ike H IV/AIDS and surgical complications (Campbell, Hem, and Padula, 2016).
It may be even harder to find surgeons specializing in gender confirming surgeries who
are a reasonable distance away from the transgender person. There may be a few surgeons within
a given state that are willing to work with a transgender person to provide the surgery that they
require, but they may not be explicitly trained for this type of surgery and they may have little
experience with transgender patients and their specific needs. For example, in Illinois there are
under ten surgeons who are recommended (by trans gender people) and wil l provide surgery
("Top Surgery in Illinois," 2 0 1 6). With high rates of unemployment and low insurance coverage,
it almost seems impossible for transgender people to receive the care that many mental health
professionals deem medically necessary for them to l ive happy, fulfilling lives.
Transgender health issues are complex and cannot be easily answered with one solution.
Factors like education of providers and location and availability of services affect transgender
people's care (or lack thereof). I will conduct a policy analysis of health care for transgender
people in the state of I llinois. I wil l consider policy alternatives established in New York and
California, and make recommendations aimed at improving health care for transgender people.
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Chapter 2
Transgender Health Care Policy in Illinois
Preface

Illinois has several protections for LGBT people beginning with it being the first state in
the U.S. to get rid of sodomy laws in 1961 (Painter, 2004). This was an historic move for Illinois
because no other state had done it, and it was before most LGBT lobbying groups had even
sprung up to advocate for themselves. However, it was also a necessary move to make sure that
further non-discrimination laws could be built upon it in the years to come. Sodomy laws were
an area on which many legislators could base their claims that non-discrimination laws were
unnecessary or unconstitutional.
In 1 99 1 , Illinois passed a law which prohibited hate crimes (Cramer, 1 999). Sexual
orientation and gender identity, or perceived sexual orientation or gender identity, were both
included specificall y within the contents of the law. A hate crime law of this scope, covering
both sexual orientation and gender identity, was extremely helpful in court cases for LGBT
victims of violence. It was also a good way to keep LGBT rights on the agenda and make sure
that LGBT voices were still being heard at the top levels of state government. It also specifically
protects transgender people against crimes based on their actual or perceived gender identity.
There are also protections for transgender people that many other states do not have. For
example, discrimination on the basis of gender identity in employment, housing, financial credit,
and some public accommodations, like lodging, entertainment, or bathrooms, is illegal (Illinois
Department of Human Rights, N.A.). This provides transgender people access to bathrooms
without harassment. Other states do not provide such mild comfort. This also prevents
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businesses, housing, or other accommodations from turning a person away j ust because they are
transgender. This i s important because it makes it illegal for such discrimination to happen, and
it make people aware that such behavior is discrimination.
Transgender people in Illinois also have protections under the "Disposition of Remains
Act." These protections cover things like pronouns, gender identity and expression, and other
wishes related to gender within burial instructions (Disposition of Remains Act, 20 1 5).
Protections after death are extremely significant to transgender people because their families may
not be supportive of their gender identity and may try to change what they look l ike or what they
are called after they have died. Such an act is extremely demeaning and disrespectful, and
Illinois has stood up for this by providing this protection of pronouns, gender identity, and
expression even after a person has died.
This analysis will provide a broad overview of the general state of health care for
transgender people in the United States. It wil l then concentrate on how l ll inois specifically
provides health care to transgender people. The focus of this case study wil l be on accessibility,
including location and availability, and provider education.

Accessibility (Location and Availability)

Overview
Availability of locations can cause problems. Even if a state is lucky enough to have an
LGBTQ clinic, it may be the only clinic within the entire state. The demand for that clinic will be
high with so many people trying to access it. When one clinic is overwhelmed with patients, they
will begin to schedule months out. They may also only be open on certain nights because the
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c linic is not considered a necessity by the entire hospital staff to be open every single day. This is
the case with the University of Iowa LGBTQ clinic in Coralville, IA, right on the border of
I llinois. The specific LGBTQ clinic is open Tuesday nights from 5-8 pm, and it is one of few
clinics within the state (University of Iowa, N .A.). A three hour time period on the same night
each week to schedule in all patients who wish to utilize the LGBTQ clinic has led to the
U niversity oflowa scheduling appointments months out. In the author's own experience, I had to
schedule my one year check-up three months out to assure that I could actually get a spot. While
it is possible to have appointments outside of the specialized clinic time with the same providers,
it seems to defeat the purpose of having a specific LGBTQ clinic.
In that same vein, there are issues of accessibility not related to location or availability
that can be silent killers in themselves. To gain access to hormone replacement therapy, surgery,
and most all aspects of transition, most physicians providing care wil l require a letter of
recommendation from a therapist that the patient has been seeing for a certain number of
sessions or amount of time (Bourns 20 1 5, p . 1 1 ) . The ideas behind this are generally sound. If
you want to be on hormones, you need to be absolutely sure because it is a l ife altering decision
that is difficult, if not impossible, to reverse. It makes sense to turn to therapists or counselors to
write this letter making sure that their client is absolutely sure. However, this is considered
"psychiatric gatekeeping" by many because it causes some unintended side effects.
Instead of seeking out a therapist, some transgender people may turn to i llegal methods to
get their hormones. I t doesn't require a letter, they are able to take control of their bodies, and
it' s easy to keep getting it without dealing with prescriptions and red tape. However, this can,
and does, cause high rates of HIV transmission because of shared needle use (Bockting,
Robinson, Forberg, and Scheltema, 2005). The rates of HIV in trans women of color, those most
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l ikely to be doing sex work and getting their hormones illegally, are sky high ( Brennan, et. al .,
20 1 2). According to a study (Herbs et. al.) which combined many previously known studies
concerning HIV in trans communities, 28% of transgender women are living with HIV (2008).
One of the unintended consequences of requiring letters of recommendation for hormone
replacement therapy is that it causes i llegal drug use which in turn causes higher rates of HIV.
HIV is a great public health risk, and it is therefore something that the government, state or
federal, should pay close attention to in regards to why rates are spiking.
Another unintended consequence of letters of recommendation are psychiatric providers
not all having the training to work with transgender people and basing their final
recommendations on their personal thoughts. Many transgender people will "tell them what they
want to hear." Trans gender people are expected by many to fit a certain narrative of transition.
Usually this fol lows the line of: knew you were transgender from childhood up, kept it hidden,
finally came out, and are now seeking help to truly make sure you're making the right decision.
Gender clinics even once refused care on the basis of a transgender patient ' s sexual orientation
not being what they deemed appropriate. This was the case until Louis Sullivan, a female-to
male transsexual gay man, set the precedent for a transgender man to be gay and transgender
simultaneously (Stryker, 2008). Though he was denied at clinics, he stil l l ived his life as a
transsexual man and advocated for and won the right to remove this particular requirement off
the l ist for recommendation from therapists.
While the current version of the Diagnostic Statistic Manual does not say that this is the
model that all transgender people must fit into, it is still sometimes a factor in therapist 's or
counselor's questioning during sessions. Psychiatric "gatekeeping" may take away the
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opportunity for some transgender people to acquire hormone therapy because of the costs of
psychiatry, fear of saying the wrong thing, and the time it takes to take part in sessions.

When people feel that they have no other options and they can't get what they feel they
absolutely need, they may eventually consider suicide. Transgender people have the highest rate
of suicide at an average of 4 1 % as compared to the national average of 4.6% (Haas, Herman, and
Rodgers, 2 0 1 4 ). When denied medical care, transgender people have an 1 8 % risk of suicide
afterwards (Haas, Herman, and Rodgers, 20 1 4). Suicide is a concern for lawmakers because of
the costs it presents and the precedent it sets for other transgender people. Suicide is a serious
public health issue that affects other areas like employment and amount of people buying. While
it may seem trivial with the transgender population being, reportedly, so small, there are many
transgender people who are not "out" and would still be affected.
Lastly, the issue of payment can be a big barrier to treatment for many transgender
people. When locations of specialized clinics, which transgender people may feel safer going to
for appointments, are few and far between, it raises the issue of transportation, the clinic being
in-network for their insurance plan, and time away from already unstable work conditions.
Transportation costs money, and as previously mentioned, transgender people are unemployed at
a rate of 1 3% on average (NCTE/NGLTF, 2009). The money it takes to own a car includes
insurance, upkeep, and gas, among other costs, and it is not feasible for most unemployed
people. This is why a person may rely on public transportation. However, public transportation
will not take a person across state lines to a clinic hours away. Plus, one's p lace of work may not
allow them time off to go to appointments if they need them on that specific night of the week,
every week. The location, hours, and ability to pay for transportation decrease the accessibility of
L GBTQ clinics for the people that they are specifically aimed at.
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I f a trans gender person does manage to find a way to get to their appointment, they also
must worry how they will be able to afford it. Some clinics, because they may be at universities
due to more diverse populations, wil l not offer sliding scale options for payment to outside
visitors because the need is so low for students with student health insurance. Along the same
l ines, insurance companies, if they do offer coverage for such appointments, may only cover in
network locations/providers. When there is only one option within the state, or none at all, that
makes it pretty likely that a patient will be paying out of pocket for these specialized
appointments.
I n general, revenue may leave the state if it' s closer for a transgender person to cross a
state border for care instead of driving hours to the one c linic within the state. People will pick
the path of least resistance, and if that is in another state they wil l choose it. It is a mutuall y
beneficial situation for a state to have multiple c linics to increase revenue and transgender people
to spend less by traveling lesser distances to these clinics. While it may be difficult to initially
construct a system, it would create greater access in the long run which would bring down
overall costs related to common i llnesses and deaths of trans gender people. When a person who
needs it cannot access adequate health care, they will get sick and die. This is an important area
of interest which needs future research.

Illinois
While I l l inois is ahead of the game in many aspects, all areas of I ll inois are not equal in
terms of access to transgender health care. As in all states, there are metropolitan areas and rural
areas. The focus in Ill inois by lawmakers and the media is on areas like Chicago which provide
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many resources to the transgender community. However, most of the state is actually broad
expanses of rural towns and non-metropolitan areas. With that being said, the one specific LGBT

clinic within the state i s in Chicago. The Howard-Brown Health Center is located in downtown
Chicago, and while this is undeniably a great resource for those within the city or within the
suburbs, it i s not as accessible for someone who lives in southern I l l inois. This could be upwards
of a six hour drive. That' s not feasible for most people, and especially not for those who have
l ittle income or transportation l ike transgender people.
In 1 946, the United States government created a program, the National Hospital Survey
and Construction Act, which gave money to create a reasonable amount of beds for the number
of people in regional areas (HRSA, N .A.). Hospitals were either constructed or revamped from
their current state to meet the growing number of people who needed access. This was one of the
federal government' s ways of addressing the needs of rural communities that did not have access
to c ity hospitals miles away from their homes.
The federal government recognized that there was a problem with access to health care in
rural communities in the 1 940s, and it is a safe bet that the same type of issues are continuing
with LGBT clinics that have similarly metropolitan located clinics. However, there is not a
federally funded, or otherwise, program to even out resources between communities. This means
that while one transgender person living in Chicago, IL may have fairly easy access to an LGBT
clinic, and therefore receive better health care, another transgender person in Paris, IL may have
an extremely difficult time finding health care that is accessible and safe for them to utilize.
Overall accessibility of treatment related to gender transition is extremely poor in most
states. Accessibility is not the only issue that plagues transgender people while tryi ng to receive

Johnson 1 4

care. An overwhelming amount of the time, transgender people must educate their providers
during appointments.

Education of Providers

Overview
Imagine taking a trip to the doctor's office for help and information about a treatment
course that you ' re interested in. You assume a doctor would be able to fi ll in the gaps in
information you may have, and a doctor would warn you of any potentially dangerous side
effects. However, an average of 50 percent of transgender people must provide that information
to their doctor whom they expect to be able to treat them as with any one else (NCTE and
NGLTF, 2009) . In a 2007 study of male-to-female trans gender people in New York City, 32%
said that they had trouble finding a provider that had enough knowledge to effectively treat them.
Knowing about the basic facets of transgender health is not even the tip of the iceberg in
regards to transgender health care. Cultural competency is a practice that is slowly being
implemented into health care, and it is important to transgender health care as a basis of care. It
is "a focus on the development of skills and a framework that would allow providers to
communicate and work with patients across cultural differences" (Shannon, 20 1 0). However, the
concept of "cultural differences" is fairly broad. While it is assumed that cultural competency
could cover topics like race, ethnicity, age, or location, gender identity may not be the first thing
that comes to mind for most providers. However, cultural competency applies in the same way to
gender identity. A provider must make a patient feel comfortable, use language that they
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understand, and phrase questions in ways that are individualized to the patient's experiences and
do not exclude entire groups (Shannon, 201 0) . An example of this could be from my own
experience at the University of Iowa LGBT Clinic.
At my first visit, I was initially asked my name and pronouns before the appointment
began, and the provider gave her name and pronouns in return as a way of introduction. The
provider is not only worried about addressing you respectfully (and possibly without your legal
name) but also about showing that they respect the fact that you may constantly have to give
your name and pronouns. I was also called from the waiting room thereafter with my preferred
name as opposed to my legal name at the time. After this, I was asked routine questions that most
people experience during checkups like smoking habits, drinking habits, and more. The
culturally competent part of this questioning was when the nurse practitioner asked ifl had any
partners, what my partner' s assigned sex at birth was, and what type of sex I engaged in (if any).
This way, the provider isn't assuming what kind of genitalia a person has based on their gender
identity or what type of sex that they participate in (if any). They were also quick to offer STD
and pregnancy prevention methods based off of the answers to these questions. This is an
example of LGBT cultural competency. Providers are looking at their audience and
understanding that they need to approach situations and questions differently than with
heterosexual, cisgender audiences.
Providers' curiosities are unimportant to a transgender patient' s overall diagnosis, and
they are uncomfortable and awkward in most cases. It' s inappropriate to ask a transgender
person to see their genitals when they have come in for a sinus infection. Recognizing what is
curiosity and what is a medical need is an aspect of cultural competency for transgender people.
It may be the first time that a provider has ever worked with a transgender patient, but that does
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not mean that they're not a person who would find it uncomfortable to be treated as a science
experiment.
After establi shing this framework of care, the next step for providers is to have the
specific knowledge about transgender health that is essential to effective care. What are the
things that providers need to know about transgender people' s health? Are there any prevalent
illnesses or causes of death within the community? What is the most frequent problem that
providers may see? Will most people be seeking the same type of procedure or medication plan,
or wil l there be a variety of cases? These are all questions that a provider may ask themselves
when thinking about what they need to know before treating a transgender patient. Fortunately,
there are some answers to these questions.
To effectively treat a transgender patient providers must be aware of the high rates of
HIVIAIDS within the community. As previously mentioned, the rates of HIV in transgender
women of color, those most likely to be doing sex work, are extremely high (Brennan, et. al. ,
20 1 2) . Twenty-eight percent o f transgender women are living with H I V (Herbs et. al . , 2008).
However, most transgender people seeking medical transition through hormone therapy
replacement ( HRT) are most likely using syringes and needles to self-inject their hormones. It's
important to providers to be aware that there may be needle sharing, re-use of needles, and other
risky behavior happening within the community. Some patients may be reluctant to say that they
re-use needles or share needles with their friends who can't afford their own. Providers wil l be
able to recognize symptoms of HIV or other infections with more certainty because of their
background knowledge of the possibility of this practice within the community.
Along with that, it' s vital to r.;: cognize the sexual behaviors of those within the
community. Men who have sex with men are considered to be at high risk for H IV, and they are
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commonly included in outreach programs and cultural competency. Transgender women are
often included within this category, but this is inappropriate because they are not men and do not

necessarily have the same habits as men who have sex with men. Gay transgender men are often
excluded from the men who have sex with men category even if they sometimes more accurately
match up with the activities and behaviors of men who have sex with men than transgender
women. Transgender people as a whole also engage in sex work as a means to survive (Baral et.
al., 20 1 3). A provider's awareness of these issues is important in treating their patient. While
they may originall y assume that a transgender man would want to be with women sexually, he
may in fact enj oy being with men exclusively and be a receptive partner. This puts him at a
greater risk of HIV and/or pregnancy, and a provider should discuss prevention and
contraceptive methods (if he still has reproductive organs) (Rowniak et al., 20 1 1 ). The provider
would not be aware of this without asking about potential partners and the kind of sex that a
patient engages in.
A major health care need of many transgendcr people who choose to medically transition
through hormone replacement therapy (HRT) is safe and effective knowledge of endocrinology
and inj ection techniques (Erickson-Schroth, 20 1 4 ). Providers of transgender health care need to
know the basics of hormone replacement therapy, safe levels of "cross-sex" hormones, and how
to teach patients to self-inject or other treatment plans. An easy choice is to recommend a patient
to an endocrinologist who would know more than a general practitioner, which is a choice all
providers have, but it is more practical to have general knowledge of a treatment that many
transgender people utilize within their transition to begin with. Hormone replacement therapy is
not a simple "write a prescription, fol low the instructions, and go" type of treatment plan. HRT
takes blood tests, frequent return visits. and educating patients with the effects and how to self-
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administer (Teich, 2 0 1 2). Once a patient is past the informed consent/therapist letter stage of
HRT, they are ready to begin the actual process of learning about the effects, how to self
administer, and when they need to schedule their next appointment for b lood tests (University of
Iowa, N .A.). This falls on the education and knowledge of the provider to make sure that the
patient is within healthy levels, knows how to safely administer injections, and knows when to
come back to check up.

Illinois
In the state of I l linois, and in many other states, there is no educational standard in
regards to LGBT health for medical students during medical school. A 20 1 0 study of 1 76
medical schools y ielded the results that the "median reported time dedicated to teaching LGBT
related content in the entire curriculum was five hours'' (Obedin-Maliver, MD et. al, 20 1 1 ). This
is out of hundreds of c linical and pre-clinical hours. Five hours are dedicated to an entire group
of people with specific health needs that lead to discrimination if ignored. These were also
results from 20 I 0. Hundreds of thousands of medical students graduated and became doctors
before this point, and it would almost certainly be true to say that most didn't receive any
education in regards to LGBT people. The result of this is that there are a large number of
providers who are not aware of basic facets of transgender health who are currently providers to
transgender people.
There are several medical schools in Illinois including University of Chicago,
Northwestern, and University of I llinois. At the Feinberg School of Medicine (Northwestern),
there are several classes and inclusive areas for LGBT health. For example, "students will learn

Johnson 1 9

in the Clinical Medicine course how to take a sexual history from LGBT patients" (Chen,
Rodriguez, and Dreger, 2 0 1 2). They h ave also recently added the Institute for Sexual and Gender
Minority Health and Wellbeing, a research center focusing on LGBT health concerns (Dunne,
20 1 6). The Feinberg School of Medicine is an example of a school of medicine which is working
on educating its students for when they wil l encounter LGBT patients.
I n contrast, the University of Illinois College of Medicine does not have much
information available about any programs they may have other than the handbook. The
handbook l i sts the UI UC Office for Lesbian, Gay, Bi sexual, and Transgender Concerns, the
OUT in Medicine group on campus, and the counseling center (College of Medicine at Urbana
Champaign, 2 0 1 1 ). There has also been a lecture on campus about transgender health care from a
previous alumna (College of Medicine at Urbana-Champaign, 20 1 6) . In terms of course offerings
or departments, there isn't a lot of information available. University of Chicago Pritzker School
of Medicine is much the same in that the only thing shown to be offered is an OUT Medicine
group on campus (Pritzker School of Medicine, 2 0 1 6).
Overall, provider education is varied, and specific programs focusing on transgender
peop le ' s health exclusively do not seem to be available in Illinois. Providers need to be culturally
aware of their patients, and they mw;t be cognizant of the many health risks that transgender
people may face during consultations.
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Chapter 3
Policy Alternatives

Across the United States, there are several states which are working to provide better
health care for trans gender people. Illinois i s certainly ahead of the game in some areas, but in
others it seems to fall behind. One state which seems to be leaps and bounds ahead of the rest is
New York. This state was the host of the Stonewall Riots in 1 969 and interest groups l ike ACT
UP in the 1 990s. The state of California is also rated highly in terms of LGBT rights, and
therefore, health care for transgender people has fo llowed in those footsteps.

New York
Beginning within the legal system in 1 980 with the case of New York v. Onofre, New
York abolished sodomy laws within the state. The case worked off of the premise of Griswold v.
Connecticut ( 1 96 5 ) which said that the l 41h amendment protected a citizen ' s right to privacy.
This provided a basic right for LGBT people to have private, consensual sexual relations within
their homes without fear of persecution. While it may seem unrelated to health care, it was the
foundation upon which further laws could be built. Without it, any lawmaker could fal l back on
the idea that because there was a sodomy law in place, any law approving any other aspect of
LGBT rights was useless. However, New York was not the first to repeal sodomy laws within
their state. Illinois was actually the first state that repealed sodomy laws in 1 96 1 , almost 20 years
before New York (Painter, 2004).
After the passage of Ne�v York v. Onofre in 1 9�0, the HIV IAIDS crisis was just
beginning. Unfortunately, this was

a

huge setback for the LGBT community. Activists who
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would have once been campaigning for better laws regarding civil rights and equal protection
were now focused almost completely on H IV/AIDS and the government's inaction on treatment
plans for those affected (Wright, 20 1 3 ). However, this crisis also led to the creation of interest
groups like ACT UP which formed in response to the HIV/AIDS crisis. This, and other groups,
"used protest politics in an attempt to speed the distribution of funding for AIDS, the Food and
Drug Administration' s release of new drugs, and push for bans on discrimination" ( Haider
Markel and Sylvester, 20 1 4 pp. 69). These groups worked more at the national level, but they
were formed i n and pulled members from New York.
I n 1 99 8, New York City Mayor Rudy Giuliani signed into law a bill which recognized
domestic partnerships of same-sex couples (Empire State Pride Agenda, 1 998). This was after
several bills of similar, but varying, content made their way through the city council l ike Carolyn
Maloney ' s introduction of a domestic partnership bill in 1 990, Tom Duane' s in 1 99 1 , and
Antonio Pagan's in 1 997 (Empire State Pride Agenda, 1 998). All of these bills were rejected by
Mayor Giuliani, but he did eventually come around to sign the variation that would become law
in 1 998. This law provided partners with access to things like visitation rights, funeral
arrangements, death benefits, and more (Empire State Pride Agenda, 1 998). In relation to health
care, visitation rights were extremely important because they let same-sex partners be with each
other in the hospital and help make decisions about their partner ' s health. Illinois did not provide
access to same-sex civil unions until 20 1 1 (Wilson, 20 1 1 ).
SONDA, or the Sexual Orientation Non-Discrimination Act, was the next big step
towards equal rights in New York State in 2003. SONDA provides protection against
discrimination in "employment, housing, credit, education, and public accommodations because
of [a person' s] actual or perceived sexual orientation" (New York Attorney General, 2 0 1 6). This
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al so applies to transgender people in relation to their sexual orientation. These protections make
it possible for LGBT people to hold jobs that give them health insurance and housing that keeps

them from possible illnesses from the climate. While indirectly helpful towards transgender
health, it did provide some small helpful pieces of the puzzle. In that same vein, New York's
Marriage Equality Act (20 1 1 ) provided benefits like "the opportunity for same-sex couples to
reap state tax benefits, state and municipal employee benefits, insurance benefits from state
licensed insurance agencies, health care benefits, expanded property rights, parental rights and a
wide array of legal rights" (New York Attorney General, 20 1 6). The New York Marriage
Equality Act gave LGB and transgender people the right to marry which also gave them the
benefits listed above. This law was also helpful for to future legislation because just as with New
York v. Onofre, lawmakers could no longer rely on the ban on same-sex marriage to further their
own anti-LGBT bills.
I n regards to the advancement oftransgender people's health specifically, the "New York
State Department of Health announced that it would no longer require proof of gender
reassignment surgery or hormonal treatment in order for an individual to change a gender marker
on a birth certificate" in 20 1 4 (New York Attorney General, 20 1 6). This was a big step forward
for transgender people because they were now not required to have procedures they may or may
not want to have or that they could not afford just to change their gender marker on their birth
certificate (therefore blocking their access to gender marker change). This is in contrast with
Illinois which sti l l requires surgery for a gender marker change on birth certificates ( Illinois
Department of Public Health, 2 0 1 6). However, there are no specific laws in New York regarding
the education of providers.
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New York Governor Cuomo introduced a policy in 20 1 4 that required insurance
providers to cover transgender health. Previously, transgender people were excluded from most
insurance p lans because they were expensive to cover (Transgender Legal Defense and
Education Fund, 20 1 4) . This new policy would "require insurance coverage for the diagnosis and
treatment of psychological disorders, [because] people who are found to have a mismatch
between their birth sex and their internal sense of gender are entitled to insurance coverage for
treatments related to that condition, called gender dysphoria" (Hartocollis, 2 0 1 4 ) . This is a huge
step for transgender New Yorkers because they wil l now be able to have surgeries and hormones
covered by their insurance instead of paying out of p ocket (which is impossible for some with

unemployment rates).
In 2 0 1 5 , New York passed a regulation which provides protections specifically on the
basis of "gender identity, transgender status, or ge�der dysphoria" (NYS Division of Human
Rights, 2 0 1 5). It would protect against harassment and discrimination, and "civil fines and
penalties can be up to $50,000 or up to $ 1 00,000 if the discrimination is found be ' wi llful,
wanton or malicious' and, unlike under federal law, compensatory damages to individuals are
not capped" (NYS Division of Human Rights, 2 0 1 5). This would make it illegal for transgender
people to be turned away from public medical care providers just because they are transgender.
Along with that, it would provide a way for transgender people to report any harassment or
discrimination that they experience to people that wil l actually help them instead of ignoring the
issue in favor of something actual ly in codified within New York law. I llinois has similar
requirements for insurance providers within the state implemented j ust months before New
York' s policy (Transgender Law Center, 20 1 4).
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Lastly, New York has several LGBT clinics like APICHA Community Health Center,
Beth Israel Medical Center, Callen-Lorde Community Health Center, and more (NYC Health,
2016). These have multiple locations in Manhattan, Queens, Brooklyn, etc. While these are all

"in the city," it's stil l a step up from Illinois' one specific gender clinic. At these locations, they
are trained to interact with LGBT patients respectfully and with cultural competence. Chicago
and New York City are both large metropolitan areas, and yet one is clearly leaps and bounds in
front of the other in terms of availability of options in LGBT health care. New York has very
similar laws to I ll inois, but they are slightly ahead in number of health care locations and recent
improvements in transgender health and life.

Cal(fornia
California is another example of a state which is ahead of the game in the area of LGBT
rights. In 1975, California repealed the sodomy law which forbid sexual relations between
members of the same sex (New York Times, 1975). This was an amendment to the state
constitution that Californian' s were able to vote on. As previously stated, the lift of the ban on
sodomy was a huge step forward for LGBT rights because it laid the foundation for other laws to
be built upon. California' s amendment to the constitution was between Illinois (1961) and New
York ( 1980). However, it was still miles ahead of most states in the U . S . at that time.
In 1999, just one year after New York but 24 years after their last L GBT rights bill,
domestic partnership was legalized in California. Dome".tic partnership in California was defined
as "two adults who have chosen to share one another' s lives in an intimate and committed
relationship of mutual caring" (Domestic Partnership Act, 1 999). This original bill was pretty
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l imited and only provided hospital visitation and next of kin rights. However, hospital visitation
rights were, and are, still vital to LGBT people because of health decisions and companionship
within the hospital where one may be treated badly because of their LGBT identity. This was a
big problem during the HIVIAIDS crisis in the 1 980s and 1 990s. Soon after, "full" marriage
equality was declared in 2008 with the In re Marriage Cases ( In re Marriage Cases, 2008). This
gave same-sex couples rights which everyone else entering into a marriage had because domestic
partnerships were deemed "separate but equal" treatment (Murray, 2008). This was a huge step
for Cali fornia, and it was one of only a few states at the time to have legalized same-sex
marriage. This legalization provided a framework to base other claims of discrimination off of,
and it was helpful to focus efforts that were being expended on marriage to other important
areas.
Californians were also able to acces5 gender marker changes without surgery beginning
in 20 1 2. Thi s was because of the V ital St2Jistics Mode:-nization Act which made gender changes
more accessible to transgender people by stating that treatment only had to be "clinically
appropriate" (Transgender Law Center. 20 1 6). As stated, this is helpful to transgender people in
terms of health care because they are not forced to undergo surgery or hormone replacement
therapy that they do not want or are not ready for just to have a license, social security card, or
birth certificate gender marker that matches their gender. A l icense or social security card that
matches a preferred name and gender are vital to many legal protections, and California made it
much easier for trans gender people to be protected fully under these with the passage of this act.
California passed this bill two years before New York, and Illinois has not passed such a bill for
birth certificates.
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In terms of health care provider education, a law was passed in 2014 which requires
doctors, nurses, and other providers to have cultural competency in areas like "clinical care,
including as appropriate, information pertinent to the appropriate treatment of, and provision of
care to, the lesbian, gay, bisexual, transgender, and intersex community" (Medical Practice Act
Amendment, 2 014). This is a huge step forward for California because it wil l require providers
to be educated about transgender and LGB people, and it wil l provide piece of mind for LGBT
patients who are receiving health care. An institutional standard l ike this is extremely important
not only for California but for other states to look at and possibly apply to their own state. It will
make sure that transgender patients are not educating their doctors during appointments. It wil l
also make sure that doctors know how to talk with and about transgender people during
appointments so that they continue to come back for health care. Doctors will also be
accountable for knowing these cultural competency standards, and it wil l be easier for
transgender people to report complaints about doctors. It may also be easier for transgender
people to find doctors who are willing to and knowledgeable enough to treat them. Neither New
York nor I llinois have any laws like this.
Lastly, at the University cf California San Francisco, there is a Center of Excellence for
Transgender Health which prov'.d,::s courses. information. guidelines, and more for providers and
transgender people recei ving care (Ct::0ter of Excellence for Transgender Health, 20 1 6). On this
website, transgender people are able to access services and information and providers are able to
access guidelines, online courses/webinars, and articles on transgender health. This website also
serves researchers who may want infonnation on transgender health but can't find a place where
it is all compiled. Some of the programs offered through the Center of Excellence for
Transgender Health are partnerships with community leaders/organizers, clinical services like

Johnson 27

H RT, community based research, HIV testing days, and primary care protocols for providers
(Center of Excellence for Transgender Health, 20 1 6). These physical programs help people in
the area and are an example for other providers utilizing the website and information how to treat
patients. There are also several locations that transgender people can receive care throughout the
state of California including Los Angeles and multiple locations in San Francisco (TransHealth,
2016). All these factors lead to better health care for transgender people within the state of
California and outside of it.

Summary
While New York. California. and Illinois have similarities, they each have different
health programs and standards that define their accessibility and education of providers.
California has specific laws which require physicians, nurses, and other providers to be culturally
competent with their transgender patients. and there is a huge resource center for the education of
providers along with a few locations for patient care. New York has many locations for care, but
no laws regarding requirements for cultural competency of physicians. I llinois has only one
prominent LGBT health center. but it does have a long history of protecting LGBT people
through legislative action.
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Chapter 4
Recommendations & Conclusions

Recommendations
Transgender people will never receive the health care that they need without changes
within and outside the system. To accomplish this, LGBT advocacy groups and states will need
to work together to pass health care legislation. They will also need to make gender marker
change requirements equal across the board. L GBT clinics at the local level will need to be
involved to help with accessibility problems.
In California, health care providers are re cl'Jired to he culturally competent with regards
to the care of transgender people (Medical Practice: Ac� Amendment, 20 1 4) . As previously
mentioned, thi s requires doctors to be aware of how to talk to and about their transgender
patients in the medical setting, and it gives transgender patients a way to have accountability if
their doctor is discriminatory or uneducated about transgender people. Most states do not have
any law requiring providers to be culturall y competent. However, it would be a welcome change
for most transgender people. More than 50 percent of trans gender people must educate their
doctor, whom they expect to be able to treat them as with any one else, about themselves and
how to treat transgender people (NCTE and NGLTF, 2009). It is unacceptable to walk into a
doctor' s office and not know whether or not you will be turned away because the provider
simply doesn' t know how to treat you. While this may be commonplace currently, it should not
be a standard that the providers strive to keep.
To accomplish widespreac. cdtural compete::; c;1 for 111 providers in a state, it would be
necessary for either tl: e American Medical Association.

a

similar organization, or the state
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legislature to introduce new regulations. LGBT interest groups l ike H uman Rights Campaign, the
National Center for Transgender Equality, The Task Force, and others could also take by part by
either working with legislators in each state to introduce legislation requiring providers to have
cultural competency for L GBT people,

or

to work at the national level and introduce federal

legislation which would necessitate all states to require providers to have cultural competency
for LGBT and other minority patients. The issue of marriage equality is a lesser struggle after the
Supreme Court's decision in Obergefell

v.

Hodges which means that LGBT lobbying groups

now need to evolve to be relevant (576 U . S ._(2015 )). Transgender health care is an issue that is
pushing to the forefront because of its basis in basic decency that many gay and lesbian people
fought for themselves in the recent past. Legislators would work with the LGBT interest groups
to write bills either at the state or national level. These interest groups could also provide media
coverage on the subject of transgender health care and educate people about the issues facing
transgender people in this realm.
Along with that. gender m arke: change requirer1en�s are different state by state and some
require surgery to be changed. Gender 1Y'arh::-r change requirements may put transgender
people's health at risk with arbitrary surgery requirements. Even in states as seemingly
progressive as I llinois, a transgender person can 't change their gender on their birth certificate
without having surgery first (Lambda Legal, 20 1 5 ) . California and New York should be an
example of how letting transgender people change the gender marker on their birth certificate
will only help the transgender person to experience less discrimination in the form of
employment, insurance, and other problems. Each of these areas usually require there to be a
match between genders on all forms of identification. If a state, like Illinois, allows a transgender
person to change their license gender marker with only a physician ' s statement, but they wil l not
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allow a change on the birth certificate without a major surgery, there are bound to be
mismatches.
In fact even the American Medical Association supports the idea of easier birth
certificate changes. Jn 2014, the American Medical Association voted on and passed a "new
policy supporting the elimination of any government requirement that an individual must have
undergone surgery in order to change the sex indicated on a birth certificate" (American Medical
Association, 2014). Former AMA President Ardis Dee Hoven, M.D. said, " State laws must
acknowledge that the correct course of treatment for any given individual is a decision that rests
with the patient and the treating physicians" (American Medical Association, 2014). The AMA
further recommends in their 2014 statement regarding the matter that "The medical protocol for
persons whose gender identity does not aiways al ign with one's anatomical b irth sex
recommends a medically appropriate combination of mental health care, social transition,
hormone therapy, in addition to the option of sex reassignment surgery." This protocol highlights
that sexual reassignment surgery (or gender reassignment surgery) is usually last on the list of
options that a medical provider would work through with their patient. This begs the question
why states would ask it to be first when it may be putting their transgender citizens' health at
risk.
Another option �n tbe l"a!tl e of gender m �rk�r c h;mgcs is the possibility of a lawsuit
against a state (o�· large city). Th�· Tr;: r :> genda L e g al De!e·n se & Education Fund represented
four trans gender people born in New York City that were unable to change their birth certificate
due to laws which requi red surgery for a gender marker change (TLDEF, 201 1). The case argued
"that the city's surgical requirement is arbitrary. and that it subjects transgender people to
harassment and discrimination in violation of the New York City Human Rights Law" (TLDEF,
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2 0 1 1 ). The New York City Council eventually passed legislation that got rid of the surgery
requirements and only re quired a physician ' s statement of appropriate treatment (TLDEF, 20 1 4 ).

The Transgender Legal Defense & Education Fund is an interest group which used its legal
expertise and funding to provide support for transgender peopl e in a court case. National interest
groups l ike Lambda Legal can help with federal level l itigation, and smaller interest groups with
a legal focus can support transgender people within their own state to try to change laws for a
less discriminatory environment that puts less strain on transgender peop le ' s health.
Lastly, local LGBT clinics wi th in �ach state need to have better funding and more hours
to truly accommodate patients. Wh i l e

tl:er<:

is a goal here of cultural competency for all

providers, it may not be achievable in all settings and states. Therefore, it's important that the
care that is avail able is accessible and wel l -funded. This is up to the hospital to allocate the funds
to support an LGBT clinic so that it can be the most efficient and safe for its patients. While
some states have several LGBT c linics, as is seen in Cal i fornia and New York, some do not have
more than one c linic in the entire state. If that clinic has an extremel y limited amount of hours
because of low-funding or knowledge of its existence, it is not truly helpful to transgender or
LGB patients who may wish to access it.
Once again, L GBT interest groups and iocal community members can play a large part in
this recommendation besides the hospitals own funding allocations. For hospitals to know that
their LGBT c l inic is needed, they need people to come forward to hold them accountable for
their hours or their low publicity. In this case, these interest groups can support their state' s
LGBT clinic(s) b y providing publ icity for the L GBT cl inic to their members. If the interest group
also has a large media presence, they ma�· wish to broadcast further than their own members and
to help those outside of their immediate reach. These interest groups can also send letters or
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make phone calls to ask if the hospital needs volunteers for things like escorting guests (from
possible protestors) or other tasks. These small things may be taking up the majority of a
hospital' s time outside of the provider visits, and L GBT interest groups or community members
can be a great help.

Conclusions
I n the realm of transgender health care, even the smallest case of strep throat can bring a
world of trouble. Transgender people, like Robert Eads and Tyra Hunter, have died because of
inadequate health care and prej udice within the medical community (Southern Comfort, 2001;
Roberts, 2007). They avoid the doctor' s office, doctors don't know how to treat them, and the
problem worsens. Cultural competency is forgotten, and transgender people are mistreated and
distrustful of the medical system. While laws and regulations regarding transgender health care
are slowly catching up, there are still major improvements that are necessary for transgender
people to be truly safe and equal in the health care environment. Without further research and
development in the area, there will be no improvements in knowledge. When transgender people
feel safe enough to contact any doctor with their medical problem, as anyone else would do
without thought, the issue of transgender health care can be put on the back burner for a while.
This is not to say that transgender people ' s feeling of safety in the medical setting is the only
important aspect of transgender health, but it is the base upon which to work through the rest of
the problem. Safe and effective care for transgender people can be a reality in this generation, but
it will come with education, training, and funding. No more transgender people should have to
die due to inadequate health care, and it is up to the medical community to step up to the plate
and fulfill this.
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